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Intracranial Path to the Hypophysis Cerebri through the Anterior 
Cranial Fossa.— Bogojawlensky (ZcntraM.j. Chir., 1912, xxxix, 209) 
says that the question of the best approach to the pituitary body' is 
not yet decided. According to the iigurcs of Melchior, in 39 cases 
operated on, the transnasal path of ScIofTer was employed with some 
modifications. Besides the technical difficulties of the work, at a 
depth of S to 10 cm., without any control of the eyes, it is impossible 
to do the operation ascpticallv. At the best only* a part of the sella 
turcica can be removed, while the hypcrplasticnlly changed hypophysis 
with the tumor in it, usually extends beyond the limits of the sella 
turcica. One would expect that the intracranial path would have 
attracted more attention from the surgeon, hut nil reported cases which 
have been performed by this route, cither failed or were not com¬ 
pletely successful. Above all the approach through the middle fossa, 
by elevation of the temporal lobe of the brain, will not succeed, because 
it becomes indispensable to lift very strongly on the brain so that 
serum? damage is unavoidable. It is also difficult to avoid damage to 
the sinus cavcrnosus. The path through the anterior fossa avoids 
these dangers. Two eases were found in the literature in which the 
operation was done through the anterior fossa. In the first, that of 
Arthur, the sella turcica was exposed by a two-sided broad craniotomy 
and elevation of the frontal portion of brain on both sides. Death 
occurred some hours after the operation. In the second case, that of 
F. Krause, the intracranial approach was from the right frontal region. 
Although this patient recovered, the operation which was performed 
for u sarcoma of the hypophysis accompanied by a bilateral optic 
atrophy, was followed by a paralysis of the left facial nerve anil the 
left extremities. Bogojawlensky reports the following case: A man, 
aged thirty-five years, began to complain two years before of a severe 
headache which was soon continuous and so severe that he became 
bed-ridden, and for one and one-half years could not sit up. The 
signs of acromegaly were present. The operation was performed in 
two stages. In the first nn osteoplastic flap, 9 cm. high and as wide, 
was lifted, its media! border being 2i cm., from the median line and 
the lower border 2j cm. from the upper border of the orbit One to 1J 
cm. of the bony margins of the opening in the skull was removed by 
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forceps, and with this the operation ended. The second stage of the 
operation was carried out six weeks later. After elevating the oseto- 
plastic flap, the dura was opened by a H-shaped incision and the flaps 
turned upward and downward. The head of the patient was then 
brought over the edge of the table and the right frontal lobe of the 
brain was separated from the orbital roof, slowly and carefully, first 
with the finger and then with the Krause brain elevator. This gave a 
cleft, 5 cm. broad anteriorly, more narrow posteriorly. At a depth of 
about 7^ to S cm., the right optic nerve was visible. A copious escape 
of cerebrospinal fluid prevented further examination. Raising the head 
end of the table about 30 degrees stopped this. Just in front of the 
optic commissure could be seen a dark red tumor which was tongue- 
shaped. It was removed with a curette which went to the bottom of 
the sella turcica without difficulty. The bleeding was slight. The 
dural flaps were sutured, the osteoplastic flap placed in position and 
the skin sutured. The postoperative course was without disturbance 
and the eyes were not nfTectcd. Three weeks later the symptoms of 
acromegaly began to disappear. Bogojawlcnsky considers that the 
intracranial route through the anterior fossa is not only the best, but 
the only method by which one can be complectly aseptic and remove 
everything from the sella turcica under the control of the eyes, without 
injuring the brain or the optic nerves. It is necessary to employ 
artificial light, best in the form of an electric lamp with a reflector on 
the brow. The best position of the patient is obtained by elevating 
the end of the table to an angle of 30 degrees, with the head strongly 
retroflexed. 


Nerve Anesthesia in Kidney Operations and Thoracoplasty and in 
Operations on the Trunk in General.— Kappis ( Zcntralbl . /. Chir., 
1912, xxxix, 249) says that novocain-suprarenalin gives us a relatively 
safe and strong local anesthesia. It is an important advance, par¬ 
ticularly when peripheral nerve trunks are injected. It has been 
employed in operations on the trigeminus region and the extremities. 
Nephrotomy, amputation of the breast, and thoracoplasty have been 
done with it. Knppis has used it for a pyclotomy, a nephrolitlrotomy, 
and a nephrectomy. The method is as follows: In order to inject the 
intervertebral nerve, the needle is introduced about 31 cm. from the 
midline on a level with the lower border of a rib. The rib in this 
position is not palpable, but its position can be determined in the 
following manner. Even in stout individuals somewhere in the back, 
one of the lower ribs will almost always be palpable. The lower edge 
projects toward the median line. The needle is to be introduced at a 
point where the lower edge of the rib is 3j cm. from the median line. 
The rib is reached at a depth of about 4 or 5 cm., about in the angle 
between the transverse process and the rib, which can occasionally be 
distinctly felt. Keeping as much as possible in this angle at the lower 
border of the rib, the needle is pushed forward and somewhat medially, 
and the fluid divided between the level of the rib and 1J cm. deeper. 
\Yhcn the injection lias been made under one rib, the other points of 
injection are easily selected, since one simply keeps in the line 3J cm. 
from the median line and goes about 3 cm. upward or downward, 
seeking in a similar manner the lower edge of the rib and making the 



